Participation in the ad hoc system forming when a potential organ donor is identified is stressful for families facing an unexpected death in an unfamiliar environment^[@R1]-[@R3]^ and for healthcare professionals (HCPs) who provide medical care, information, and emotional support.^[@R4],[@R5]^ Before considering organ donation, family members must accept that their relative is brain dead, making donation possible via the donation after brain death pathway,^[@R6],[@R7]^ or that further medical treatment would be futile in the case of the potential to donate organs after withdrawal of cardiorespiratory support and circulatory death (the donation after circulatory death \[DCD\] pathway).^[@R8]^ Consenting families must also accept that medical and logistical factors may nevertheless prevent organ donation.^[@R9]^

Inhospital events influence HCPs^[@R10]^ and family grief^[@R11]-[@R19]^ regardless of the donation decision.^[@R20]-[@R22]^ Family and staff well-being must therefore be monitored, and practices that are theoretically grounded and empirically validated^[@R23]^ should be implemented to assist family members^[@R11],[@R24]^ and HCPs.^[@R10],[@R25]-[@R28]^ However, although much research explores the donation request process,^[@R29]-[@R32]^ bereavement care has received less attention.^[@R21],[@R33],[@R34]^ Consequently, while expressing confidence in task-oriented aspects of this context, staff often report uncertainty when providing emotional support^[@R22],[@R35]^ or managing their own grief.^[@R10],[@R36],[@R37]^

Factors influencing inhospital outcomes include staff knowledge and attitudes,^[@R38]^ suggesting that the content of university courses is important;^[@R39]^ policies and procedures, suggesting that policy makers play a role;^[@R38]-[@R40]^ and medical aspects of the particular admission.^[@R41]^ We will not explore these factors in detail but rather focus on psychosocial experiences of HCPs involved during the inhospital process. The terms HCPs or staff will be used when content refers to several roles, and specific roles will be named when this is appropriate. According to a complex adaptive system (CAS) framework, dynamic systems cannot be understood by exploring individual roles alone. Therefore, we assume that links and interaction between role players influence emerging properties and outcomes.^[@R42]-[@R47]^

AIM
===

We aim to foster empathy and understanding of the impact that processes have on HCPs playing different roles in the CAS. We will also demonstrate that it is useful to view this context through the lenses of grief and systems theory, and we suggest leverage points that could enhance staff well-being and system functioning. We hope to encourage those working in this field to reflect on the impact that the context has on them and the impact of their actions on the experiences of others.

Box 1: Summary of our method and findings
-----------------------------------------

Rather than selecting studies adhering to strict predetermined criteria and then evaluating the methods, analysis, and findings, we selected diverse sources focused on the experiences of various HCPs at the time of the potential for organ donation. Data from these sources were blended to create an informative narrative to provide readers with empathic understanding of challenges faced in this context. Thematic analysis identified 6 themes and highlighted 3 leverage points, which can assist role players to optimize functioning and coping in the ad hoc system that forms when a potential organ donor is identified.

MATERIALS AND METHODS
=====================

A systematic literature search identified sources describing the participation of several role players in the organ donation context. Sources describing HCP experiences of inhospital stress, grief, family care, and staff care were selected, while those focusing on raising awareness of technical or medical aspects were excluded. Our synthesis differs from a *standard* systematic review in that it aims to contribute to empathetic understanding of the system rather than a critical appraisal of studies or consolidation of what is known about prespecified variables.

Projects such as the Organ Donation Collaborative in the United States of America,^[@R48]^ the Organ Donation Taskforce in the United Kingdom,^[@R49]^ and the Organ and Tissue Donation Authority in Australia^[@R50]^ currently shape the international organ donation context. We therefore sought sources published between 2010 and 2018 to capture present understanding and practice. However, while several sources published during this period explore experiences of medical and nursing staff, fewer were found addressing participation of nonmedical staff. Therefore, sources addressing experiences of allied HCPs were included if published between 2000 and 2018.

An electronic search identified 662 sources, and 53 that were known to authors were added. After removing duplicates and screening titles, abstracts, and full-text copies, 63 sources remained. Another 15 were identified by searching reference sections and citation histories. While drafting the manuscript, search alerts were left active, contributing to the identification of 6 new articles and a total of 84 sources (see **Figure S1, SDC**, <http://links.lww.com/TXD/A229>). These include original research articles, book chapters, systematic reviews, case studies, PhD theses, best practice guidelines, and editorial comments (see **Table S1, SDC**, <http://links.lww.com/TXD/A230>).

We used the criteria of credibility, dependability, and transferability to evaluate our manuscript.^[@R51]^ The literature search identified a rich dataset consisting of multiple, relevant peer-reviewed sources that met inclusion criteria. We then developed a credible narrative that reflects the findings of those sources. This narrative and our later discussion can be traced to the selected sources using the citations provided, thereby demonstrating dependability. Dialogue within the multidisciplinary authorship team ensured congruence between this narrative, current practice and HCP experiences, thereby increasing transferability. The narrative style of the "RESULTS" section enables readers to become familiar with the literature without our interpretations so that they may judge the appropriateness of our synthesis and recommendations that are presented in the "DISCUSSION" section.

RESULTS
=======

After highlighting the relevance of preexisting psychosocial factors, HCPs' experiences are explored by following the possible journey of the potential donor and their family through the hospital. We include descriptions of the emergency department (ED), intensive care unit (ICU), and operating theater (OT) and introduce the donation coordinator and support coordinator (who participate across settings) and visiting transplant surgeons at appropriate places. Stressors and opportunities are introduced at logical points without implying that some HCP groups experience these features, while others do not.

Box 2: Interaction contributes to the psychosocial context
----------------------------------------------------------

We have included reference to the identification and response to family needs throughout the article, because family reactions and coping styles contribute to the psychosocial context and because assisting the family is consistently described as being important to staff meaning making. Likewise, relationships between different staff groups are described, because these are also significant features of the inhospital environment.

Preexisting Psychosocial Factors
--------------------------------

The event causing death, the deceased's role in the family, family dynamics, culture,^[@R52]^ and other factors influence HCPs' experiences and grief.^[@R53]-[@R56]^ Mental associations between HCPs' personal narrative and characteristics of the patient are important, and preexisting capacity to provide and receive support is also relevant.^[@R57],[@R58]^

The ED
------

In emergencies, families hope that arrival at an ED will enable life-saving treatment.^[@R59]^ However, ED physicians will need to inform family members of potential organ donors that their relative will not survive. Physicians may experience an ethical dilemma when they are expected to then refer the family to an organ donation agency.^[@R26]^ Several physicians feel that this creates a dual role, conflicts with their duty of care, and reflects their failure to save the patient.^[@R25],[@R26],[@R59]-[@R63]^ In addition, they acknowledge that there is little time for physicians to explore organ donation with families.^[@R59],[@R61]^

To resolve these dilemmas, some adopt a *neutral* position when mentioning organ donation.^[@R26]^ However, this may contribute to lack of understanding which could harm trust, especially if family members develop a false impression regarding the patient's prognosis and the family's options.^[@R59],[@R61]^ Lack of clarity has also been associated with family ambivalence, regret,^[@R58]^ intrusive thoughts,^[@R64]^ depression,^[@R14]^ complications in bereavement,^[@R6],[@R65]^ and posttraumatic stress disorder.^[@R16],[@R66]^

Some physicians are unwilling to transfer a potential donor to ICU, except after consent for donation has been obtained, while others feel that the patient should be declared brain dead before a referral is made to an organ donation agency.^[@R26]^ These views hinder the opportunity for coordinators to develop relationships with family members and exclude the referral of potential DCD donors. Although some physicians argue that ethical dilemmas are reduced when families raise organ donation themselves,^[@R26]^ researchers warn that families acting based on their relative's preferences or family members' prodonation views alone may underestimate the complexity of the processes.^[@R67]^

Although the situation is complicated, little attention has been given to these challenges.^[@R68]^ Given that physicians cannot know the most suitable way forward on their own, they should assist families to make informed decisions about their relative's death.^[@R69],[@R70]^ It has been argued that clear descriptions of treatment provided, the patient's prognosis, and the family's options,^[@R59]^ delivered by the treating physician and an organ donation specialist, are appropriate.^[@R58],[@R71]^ Explanations provided should balance availability of information and the family's ability to comprehend that information.^[@R3],[@R72],[@R73]^ Because sharing bad news at this time is delicate,^[@R74]^ training is necessary to assist HCPs to respond to the family and manage their own stress.^[@R8],[@R62],[@R75]-[@R77]^ Knowledge of crisis intervention techniques would assist HCPs to support family members and colleagues in ways that foster creativity and resilience.^[@R58],[@R78],[@R79]^

Although HCPs identify several ethical issues in this context, families often focus on other matters. Many report that clarity and respectful communication is appreciated, and they therefore feel that someone able to answer questions about processes and options should be present when organ donation is first raised.^[@R80]^ Being present would also be useful to coordinators, because they would know what information was shared with the family, enabling repetition where necessary.^[@R3]^

Family and staff require a palliative care approach that includes addressing their grief.^[@R81]-[@R85]^ HCPs must make sense of what happened, understand its significance, and find meaning.^[@R86],[@R87]^ However, with little time to consider options when efforts to save the patient's life were not successful,^[@R88]^ they may struggle to shift their attention to another goal.^[@R89]^ This may explain why, although most physicians express general support for organ donation,^[@R8]^ some are hesitant to refer a potential organ donor.^[@R26],[@R61]^ On the other hand, several families have reported that the transfer to ICU enabled them to *buy time*, allowing family and friends to arrive, while also providing a last opportunity for their relative's recovery.^[@R3],[@R13]^ This *extra* time can enable family members and HCPs to come to terms with the situation and make nonreactive decisions.^[@R6],[@R90]^

Family Stressors and Opportunities
----------------------------------

Consideration of organ donation contributes to stress,^[@R3],[@R13],[@R20]^ especially when family members struggle to comprehend aspects such as brain death or futility of treatment^[@R17]^ or when they do not know their relative's preferences.^[@R6]^ However, because understanding these concepts is critical to their acceptance of their relative's death and their later bereavement, whether they consider organ donation or not, families must be assisted to tolerate this stress while preparing to make informed decisions.^[@R3],[@R58],[@R91]-[@R93]^ Research suggests that in a family-centered environment, consideration of organ donation does not negatively impact grief.^[@R94]^

Through conversation, families construct the postdeath identity and biography of their relative^[@R95]^ and contribute to a psychological bond and family narrative.^[@R12],[@R86],[@R96]^ However, many families are spread out geographically and unable to grieve together after leaving the hospital. It is therefore vital to use available opportunities for togetherness at the hospital to foster personal growth^[@R97]^ and appreciation of life.^[@R98]^ HCPs report that assisting families at this time is emotionally and professionally satisfying^[@R99]^ regardless of the pathway or donation decision^[@R58],[@R100]^ or whether medical and logistical factors allow donation.^[@R9],[@R72],[@R101]^ Families report that support contributes to increased hope^[@R81],[@R82]^ and resilience.^[@R93],[@R102],[@R103]^

HCP Stressors and Opportunities
-------------------------------

HCP grief challenges personal and professional roles^[@R37],[@R104]^ contributing to uncertainty^[@R71],[@R105]^ and evoking tension between concern for the patient's family and the expectation of professional detachment.^[@R106]^ In response, some HCPs may adopt ineffective coping mechanisms including excessive avoidance of grief,^[@R107]^ while others may find a constructive balance between sharing grief with colleagues and managing grief on their own.^[@R37]^

In a complex environment, role players each have a limited view of unfolding events. These *horizons* mean that individual HCPs cannot observe the family's journey in totality^[@R108]^ and may consequently aim to protect the family from further complexity and themselves from dilemmas such as those described earlier. However, with a holistic understanding and information from trusted sources, HCPs can make a referral for consideration of organ donation knowing that their patient and his/her family will be cared for.

For example, referring to a letter received from parents of a young organ donor, a physician describes the value of family feedback:

> I found myself crying, and still do when I think about that letter. It was honest. It is what we all need. Reaching out to each other to share the joys and the despairs of life. It is the answer to my questions.^[@R109]^

It is vital that HCPs receive support^[@R25],[@R110],[@R111]^ and maintain their mental health, because repeated exposure to traumatic circumstances and death can contribute to compassion fatigue (CF)^[@R112],[@R113]^ and vicarious trauma (VT).^[@R114],[@R115]^ Symptoms associated with CF include exhaustion and decreased compassion,^[@R112]^ while VT involves physical, affective, and cognitive symptoms,^[@R115]^ including nausea, tiredness, insomnia, helplessness, frustration, powerlessness, despair, and the loss of a positive outlook.^[@R114]^ On the other hand, with appropriate support and a positive team culture,^[@R116]^ HCPs can experience vicarious posttraumatic growth characterized by appreciation of life, clear perspectives, being more accepting of others, self-awareness, and empowerment.^[@R114]^

The Donation Coordinator
------------------------

Donation coordinators must be able to make connections,^[@R117]^ show cognitive flexibility, and read nonverbal cues.^[@R118]^ The requester's communication style^[@R29]-[@R31]^ contributes to the family's experience^[@R119]^ with an empathic, family-centered approach balancing bereavement care and assisting families to make informed decisions.^[@R29]^

Although links between the donation coordinator and treating team are vital and can contribute to positive relationships and shared responses to challenges,^[@R62],[@R120]^ HCPs have expressed concern that donation coordinators are not always transparent.^[@R108]^ This perception relates to referrals and assessment of the potential donor's suitability being made without family knowledge and to coordinators introducing themselves without disclosing their role.^[@R108]^ Coordinators experience a dilemma in that, to obtain consent to assess suitability for donation, detailed conversations with families would be required, while without some information, it would be unclear whether the discussion with the family was appropriate.^[@R117],[@R118]^

The Support Coordinator(s)
--------------------------

HCPs have reported that when their duty of care to the patient and the family seems to contradict hospital or national policies that prioritize identification and referral of potential organ donors, role conflict is experienced.^[@R26],[@R121]^ On the other hand, when referring a family to an organ donation agency, simultaneous referral to a support coordinator can reduce this conflict.^[@R122]^ A palliative care team,^[@R123]^ pastoral carer,^[@R6],[@R121]^ or social worker^[@R122]^ with expertise in crisis management, grief counseling, and resource mobilization could perform this role.

Support coordinators can monitor dynamics within and between the family and staff systems and ensure that staff identify and respond to family needs.^[@R120]-[@R127]^ Collaboration with a family member or family friend who is less traumatized by the event,^[@R18]^ and therefore able to clarify matters for other family members, can contribute to shared ownership of the process.^[@R128]^ At the same time, linking with key staff members could ensure that staff support needs are met.^[@R57],[@R129]^ To prepare for their roles, support coordinators should learn about the organ donation context and medical aspects of donation after brain death and DCD,^[@R121]^ possibly by means of a simulation.^[@R130],[@R131]^

The ICU
-------

To family members and HCPs in the ICU, mechanical ventilation creates the appearance that the patient is merely sleeping. This could contribute to ambiguous loss, where the dying or deceased person seems present but has lost the persona they once had.^[@R132]^ ICU nurses report that caring for a potential organ donor and family members is challenging but also meaningful.^[@R27],[@R57],[@R99],[@R121],[@R133]^ Because HCPs' perceptions and attitudes regarding organ donation influence their decisions and behavior,^[@R100]^ staff should analyze their feelings and values before advising or advocating for families^[@R134]-[@R138]^ to ensure that decisions reflect family priorities.^[@R3],[@R58],[@R100]^

When donation has been declined, HCPs can find meaning by assisting the family to create a respectful environment during withdrawal of cardiorespiratory support,^[@R99]^ while when families consent to donation, it is also vital that HCPs continue to provide support. However, in this busy environment, families have noticed that when ICU staff are overloaded with responsibilities, care of the patient and addressing of the family's practical needs take priority, leaving little time for attention to emotional needs.^[@R139]^

Some consenting families prefer to part from their relative before surgery, while others appreciate assistance to create a meaningful farewell after surgery. This highlights the importance of awareness and respect for family needs and preferences.^[@R13],[@R140]^ HCPs should also be encouraged to say their goodbyes to the patient and their family,^[@R57]^ acknowledging the emergence of shared experiences and hopes in this context.^[@R81]^

The OT
------

Assisting during organ retrieval surgery can be difficult for OT nurses.^[@R141]^ Many feel unprepared and overwhelmed but hide these feelings and receive little support,^[@R10],[@R28]^ while some report disappointment when they are not given the option of declining participation.^[@R142]^ Some OT staff find that meaning based on honoring the preferences of the donor and respecting the family's decision help reduce personal concerns.^[@R5],[@R143]^

Many HCPs feel that they cannot express their grief because of the need to maintain professional boundaries, contributing to disenfranchised grief that is not acknowledged or socially supported.^[@R36]^ In response to concerns that ways of showing respect to organ donors and their families were lacking in the OT, a center introduced a practice where a short family-designed statement was read aloud and followed by a 15-second silence before surgery.^[@R144]^ This intervention assisted OT staff and families to make sense of the context while establishing positive links between families, ICU, and OT.^[@R144],[@R145]^

Transplant Surgeons
-------------------

Transplant surgeons work long, irregular hours, traveling to various hospitals and interacting with unfamiliar OT teams. Compared to other surgeons, they report the highest rates of depression, the most nights on call, and the most hours worked per week (average 69.5 hours).^[@R146]^ These demands can contribute to burnout, emotional exhaustion, and interpersonal stress, leading to surgeons distancing themselves from others.^[@R146]^ This correlates with OT nurses' descriptions of visiting surgical teams as disconnected and unsupportive.^[@R5],[@R10],[@R28]^ During donation surgery, surgeons and OT nurses tend to get on with their roles with little interaction or support except when directly related to their respective tasks. Nevertheless, despite stressors experienced, transplant surgeons report high levels of professional satisfaction and active participation in their work.^[@R146],[@R147]^

DISCUSSION
==========

Themes extracted from the results section include (1) misunderstanding and the emergence of distrust; (2) multiple settings and the emergence of *blind spots*; (3) stressors and the emergence of physical, affective, and cognitive symptoms; (4) disenfranchised grief, excessive avoidance of reactions to the patient's death and the lack of avenues for staff support; and (5) excessive task-oriented interaction and the emergence of relationships that lack depth and empathy.

The potential for misunderstanding and distrust is shown when policies are seen to value organ donation rather than patient care; when ED physicians are seen to hinder the potential for organ donation by being hesitant to make referrals; when donation coordinators are seen to lack transparency, because they do not fully disclose their role when introducing themselves; and when transplant surgeons are seen to lack empathy when they quickly perform surgery and leave.

The multiple settings involved in the organ donation process contribute to *blind spots*, where role players are unable to see beyond given horizons to grasp the complexities and opportunities inherent in the process as a whole.

We have described some of the stressors encountered in this context, including ethical dilemmas, perceived conflicts of interest, ambivalence, ambiguous loss, VT, CF, and burnout, and we have highlighted associated symptoms.

While research shows that staff grieve when patients die, included sources highlight HCPs' struggle to balance professional distance, acknowledgement of grief, and emotional expression. Not being able to resolve this struggle can intensify the experience of disenfranchised grief.

Excessive task orientation is highlighted when HCPs have difficulty shifting from the task of saving the patient to consideration of other possibilities; when donation coordinators focus on donation-related tasks without showing openness with the treating team; when ICU staff focus on care of the potential donor and miss opportunities for family care; and when transplant surgeons and OT staff focus on surgery while neglecting their relationship or the need for shared meaning.

On the other hand, compassionate interaction with the family^[@R19],[@R58]^ and collaboration within the multidisciplinary team^[@R4],[@R121]^ were highlighted as factors crucial to staff members' meaning making and adjustment. This contributes to a sixth theme of personal and professional growth emerging when effective relationships contribute to a supportive environment.

We propose that this theme can be activated by (1) offering training that assists staff to balance task orientation with attention to relationships and other psychosocial features of the context; (2) implementing care strategies for staff to improve their ability to cope with grief and role-related stressors; and (3) creating opportunities for feedback and shared learning to foster understanding, trust, and appreciation of the synergistic system.

Figure [1](#F1){ref-type="fig"} (created using Kumu mapping software, <https://kumu.io/>) demonstrates how organizational inputs at these 3 leverage points could contribute to immediate outcomes influencing role players' understanding and behavior and emerging outcomes on the level of the system as a whole. Although it is possible to include additional connections between factors or additional factors in our diagram, we feel that for the purposes of clarity, those shown are sufficient. The leverage points are explored in more detail below:

![Leverage points and expected outcomes.](txd-6-e512-g001){#F1}

Training to Assist HCPs to Balance Psychosocial Care and Other Tasks
--------------------------------------------------------------------

### Box 3: Effective connections contribute to a supportive environment

Working in this context can be both stressful, contributing to physical, affective, and emotional symptoms, and rewarding, contributing to professional and personal growth. By monitoring the quality and quantity of connections between members of the multidisciplinary team, HCPs can assist each other to tolerate ambiguities and find novel solutions, contributing to a supportive environment and a balance between psychosocial care and attention to other important tasks.

The nature of relationships between role players influences service quality and other emerging outcomes. Seven key characteristics of relationships in successful systems have been identified^[@R148],[@R149]^ as trust; openness to new ideas; attending to relevant tasks while appreciating the impact of one's actions; respectfulness; tolerance of diverse perspectives; relationships based on a blend of personal, social, and work-related dimensions; and using communication that fits (in ambiguous situations face-to-face communication is advised, and language should be clear and jargon free).^[@R148],[@R149]^ To activate these features, *reflection*, *meaning making*, and *openness to continual learning* are also necessary.^[@R148]-[@R150]^ Staff should continually ask themselves, "How is this affecting me?" and "How is my behavior affecting others?"

Following the death of a relative (and patient), and at other times when there are significant changes in the goals and activities of the system, families (and HCPs) no longer experience stability, and encounter the *edge of chaos*, where it is necessary to shift goals and hopes. Systems that function successfully on the *edge of chaos* are neither too stable nor too unstable and can tolerate incongruence while new paths are created and tested.

At this time, the quantity of connections between role players, their tasks, and other members of the multidisciplinary team influences system functioning. While systems with too few connections may become stuck and have difficulty adapting, systems with too many connections may experience an overload contributing to the lack of stable patterns.^[@R45],[@R151]^ For example, information sharing between team members may become inconsistent at times when many tasks simultaneously demand attention. This could occur after a family has consented to donation, and nursing care of the potential donor intensifies, while at the same time increased negotiation with transplant teams and OTs is required.

Research suggests that for optimal functioning in complex systems, each party should be significantly connected to only 2 or 3 others at a given time^[@R152]^ to reduce the risk of overload or distraction from key tasks and opportunities. Training and resources should equip role players to carefully decide where to invest their attention and effort for maximum benefit, and team members must work together in a sustainable way. For example, support coordinators should play a greater role in relation to the family when donation coordinators and nurses need to attend to logistical priorities but can step back and enable other staff to be involved in family care when this is suitable.

Care Strategies for Staff
-------------------------

### Box 4: Provision of care for staff working in this context is vital

Care and support to assist staff to cope with grief and other stressors can be offered on the level of the organization (including training, support groups, and debriefing sessions), the team (including mentoring and emotional support), and by the promotion of individual strategies such as finding meaning in family care, self-reflection, and expression of grief.

To create a supportive environment, staff must work collaboratively, support each other,^[@R27],[@R153]^ and access support individually. In addition to reducing the impact of the death on HCPs,^[@R5],[@R37],[@R105],[@R141]^ expression of grief can allow them to function more effectively,^[@R36],[@R154],[@R155]^ increasing professional and personal satisfaction.^[@R107]^ It has been suggested that organizational support, peer or team support, and personal coping strategies are helpful,^[@R114],[@R154]^ especially in response to patient deaths early in a HCP's career.^[@R36],[@R106],[@R107]^

Organizational responses to HCP grief could include assisting staff to manage and diversify their workload, access to flexible scheduling,^[@R141]^ and attending support groups^[@R72],[@R114],[@R155]^ or debriefing sessions.^[@R156],[@R157]^ An important aspect of psychological debriefing sessions is the expertise of the facilitator who should have training in group processes and bereavement care as well as knowledge of the organ donation context.^[@R154]^

Within specific teams, supervisors must receive training to enable them to recognize and respond to HCP grief and stress by offering support or making referrals.^[@R100],[@R141]^ Psychosocial support and a caring mentor foster self-awareness and professional development, assisting HCPs to find meaning in their contribution to patient and family care. Peer support with colleagues who shared the experience is also meaningful.^[@R37],[@R141]^

On an individual level, when compassion is experienced and shown without attachment to an eventual outcome (eg, survival of the patient), HCP adjustment is fostered by the realization that they can make positive contributions even if the patient dies.^[@R155]^ Organizations should provide access to individual counseling independent of the work environment, because social support may not be effective for those dealing with a personal trauma history.

Creating Opportunities for Feedback and Shared Learning
-------------------------------------------------------

### Box 5: Empathy and understanding between role players enhance outcomes

We argue that when members of the multidisciplinary treating team understand each other's actions and stressors, the emergence of trust, empathy, respect, and collaboration will contribute to improved outcomes for all involved. Increased monitoring of psychosocial features relevant to family members and staff is expected to contribute to personal growth and the effectiveness of the system as a whole.

Researchers suggest that experiences of staff from different disciplines need to be connected enabling appreciation of the bigger picture,^[@R10],[@R44]^ shared learning,^[@R154]^ empathy, and trust between HCPs.^[@R5],[@R154]^ Trust and empathy would then, in turn, foster collaboration and consistency in relationships.^[@R35],[@R60],[@R117],[@R158]-[@R161]^

When organ donation has occurred, a de-identified report about the transplants may assist HCPs' meaning making,^[@R27],[@R121],[@R143],[@R157],[@R162]^ and receiving feedback from the family of the donor about their experience has been found to be valuable.^[@R26],[@R100],[@R109],[@R163],[@R164]^ Family feedback would also be useful when cases do not conclude with consent and organ donation. Sharing information about their experiences can be meaningful for family members too, enabling them to show gratitude for compassionate care, to make sense of their experience, and to contribute to improvement of inhospital processes, thereby helping others.^[@R163]-[@R165]^

In addition to promoting improved service delivery, a follow-up meeting can be meaningful for HCPs and family members on a personal level.^[@R57]^ This fits with the view that for vicarious posttraumatic growth to occur, HCPs must be exposed to the family's growth^[@R114]^ and is supported by findings indicating that many family members appreciate meeting HCPs a few months after the death to review inhospital events.^[@R166],[@R167]^

Outcomes of the inhospital process are often measured in terms of consent rate (proportion of families consenting to donation in relation to families approached). However, because this provides a simplistic view,^[@R6],[@R91]^ additional measures are needed to enhance understanding and ensure that adjustment and growth are promoted.^[@R4]^ Outcomes monitored should include interpersonal^[@R81]^ and staff-related factors such as role stress,^[@R4]^ collaboration in the multidisciplinary team, and support provided in response to staff grief.^[@R36]^ The extent to which HCPs have assisted family members to manage acute stress, find hope, and make informed decisions is an important outcome too.^[@R20],[@R57],[@R91]^

Strengths and Limitations
-------------------------

This review combined a multidisciplinary authorship team and a wide range of peer-reviewed sources to illuminate the CAS forming when a potential organ donor is identified. The synthesis will assist staff and organizational decision makers to make sense of and respond to grief and stress in ways that foster coping and growth for families and HCPs.^[@R168]^ However, although originating in various countries, only English sources were used, and the impact of culture and religion was not explored. The synthesis is based on a blend of published empirical evidence, theory, and the authors' understanding of the context. Further research is needed to test our hypotheses.

Offering bereavement care (for family members and staff) tailored to this unique context emerged as a shared goal in the multidisciplinary team. However, a guiding theoretical framework is required, and the actual nature of a specialized bereavement support program must be determined.

The chosen scope of this article included illuminating the links between inhospital factors (such as balancing attention to technical tasks and psychosocial features, providing family support, developing staff confidence, and encouraging collaboration between staff) on the one hand, and staff members' adjustment to the patient's death and their professional roles on the other hand. The effect that these factors can have on the family's ability to cope with the death of their relative and other aspects of the inhospital process was also explored. Studies have demonstrated that support provided by a trained coordinator throughout the inhospital process can contribute to an increase in consent rates too.^[@R169],[@R170]^ We did not explore this connection, and further research could be conducted to determine how the variables and outcomes that we have highlighted are related to consent rates.

The scope of the article was also limited to an exploration of inhospital processes. In addition to optimizing this context, researchers highlight the need to understand how events at the hospital influence the bereavement of families in the months that follow,^[@R166]^ including declining families^[@R127]^ and consenting families, where donation did not proceed.^[@R11],[@R19],[@R101]^ Likewise, patient deaths can be expected to influence HCPs for some time after the family has left the hospital. However, the long-term impact of inhospital experiences on family and staff well-being has received little attention,^[@R7]^ and research on follow-up programs is scarce.^[@R13]^ Attention to these areas will improve understanding of family and staff needs and promote improved care for both groups.

CONCLUSION
==========

The identification of a potential organ donor contributes to a dynamic context that has implications for family members and HCPs. The cause of death, the family's reaction, the need to attend to technical and logistical tasks, and other stressors shape staff members' experiences, potentially increasing the risk of VT, CF, or burnout. This context also contains opportunities for meaning making, purposeful action, and support. Implementing care strategies and empowering HCPs by providing education and training in bereavement care, self-care, and other psychosocial features will contribute to resilience, while appreciation of the systemic nature of inhospital processes will foster shared learning and mutual understanding. We hypothesize that this can empower role players to make nonreactive decisions and respond in ways that fit on the day and contribute to ongoing adjustment.
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